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The author's intention in developing assessment
pictography (ASPI) was to provide a fully dia-
grammatic and freehand recording system with wide
application in physiotherapy. In its present form
ASPI allows recording of the results from five basic
aspects of assessment and the recording of one area
of treatment, as follows:
Active Movement Test
Movement tested.
Starting position.
Range of movement and estimated normal range.
Pain during movement.
Passive Movement Test
Movement tested.
Starting position.
Range of movement and estimated normal range.
Pain during movement.
Abnormal resistance during movement.
1fuscle Strength Grading, Isometric Test
"l\1ovement" tested.
Starting position.
Intensity of muscle contraction.
Pain during test.
Functional Ability Test
Activity tested.
Level of ability.
Passive Treatment Techniques
Type of technique.
Manner of delivery.
Movement treated.
A specific example may perhaps best illustrate the
nature and purpose of ASPI. The example is the
recording of results derived frOID examination of a
single movement at a joint.
Left shoulder.
Active test of external rotation.
Starting position, 90° of abduction.
Movement resisted by gravity"
Range of movement, 60°.
Movement limited by 30°.
Pain increasing to moderate intensity
-at extreme of movement only.
-on the 'Point of the shoulder.
The above is in no wayan unusual "set" of assess-
ment results, yet it is clearly quite lengthy~ It has
been necessary to document twelve items of in-
formation to fully record the nature and results
with respect to this single simple test. How much
greater is the recording problem when all of the
shoulder movements are examined. Exactly the same
information listed above is recorded in Figure 1
using ASPI. Although at this stage the various
symbols and signs will not be understood, it should
be appreciated that the information has been
recorded simply and accurately in approximately
one-fifth of the time that would he necessary to
record the same information in writing.
In this paper the intention is to provide an intro-
duction to the principles and techniques of ASPI
as it applies to the recording of muscle strength,
mo-vement test results and functional ability. Space
does not permit discussion of the remaining facets
of the system.
L. Sh. AM
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FIGURE 1
Recording Voluntary Movement
The voluntary movements of a joint may be
represented in ASPI by six so-caned "movement
lines" (Fig. 2). The point of junction represents
the start of the m(}vement lines, the vertical line
passing upwards represents flexion, the horizontal
line passing to the right represents abduction, and
so on. The orientation and identification of the
movement lines represented in figure 2 holds true
whether one is dealing with a left- or right-sided
joint. Therefore an (}blique line directed towards
the right would be used to represent external rota-
tion of the right shoulder or the left hip, for
example" In the case of the joints of the vertebral
column the horizontal and oblique lines directed
tOlvards the right represent right sidebending and
right rotation respectively.
Aust./.Physiother., XX, 2, June, 1974
76 THE AUSTRALIAN JOURNAL OF PHYSIOTHERAPY
Movement Lines - Voluntery movements
External
rotation
FlexionInternal
rotation
There are a number of other joints where the L.. Sh.
voluntary movements are named other than flexion,
extension, and so on.. For example there is supina-
tion and pronation at the radio·ulnar joints and
nlantar- and dorsi·flexion at the ankle.. For the
most part it should be obvious to which of flexion,
extension, etc., these '~atypical" voluntary move-
ments correspond. Supination is represented by the
external rotation movement line and plantarfIexion
by the flexion movement line. The remaining atypical
voluntary movements of the body are dealt with in
a similar fashion.
FIGURE 3
Adduction----------~----------Abduction
While testing the strength of individual joint
movements is often satisfacrory, there are many
instances where is is necessary to grade the strength
of individual muscles. Since isolated muscle testing
may involve testing several joint movements in
combination, the recording of these tests involves
joining the relevant movement lines by a "link"
line, as illustrated in figure 4.
Extension
FIGURE 2
R. Wr.
It should be noted in figure 4 that the two link
lines have been drawn so that they do not meet.
Were they to meet, three movements would have
been recorded tested in combination instead of the
two pairs shown.
Before leaving the representation' of muscle
strength it is necessary to consider the situation
where movements are tested from other than the
anatomical starting position. In the previous ex..
amples it is to he assumed that all movements have
been tested from the anatomical position..
Recording Muscle Strength
The system of muscle strength grading used in
ASPI is essentially unchanged from that sometimes
known as the "Oxford System", and which is
~widely recognized throughout the world.
o No visible or palpable voluntary contraction.
I A visible or palpable oontraction which is
insufficient to produce joint movement.
2 Voluntary movement of the part through the
r..vailable free range with gravity neutral.
3 Vo1untary movement of the part through the
available free range when fully resisted hy
gravity_
4 As for 3 plus moderate manual resistance.
5 As for 3 plus strong manual resistance,.
N Normal.
Note: The midpoint between any two adjacent
grades may he marked with a "+" to increase the
sensitivity of the system.
To record the strength of the various m~vements
at a joint it is first necessary to identify the joint,
then to indicate by movement line the movements
examined, and finally to record the grades of
strength on the relevant movement lines (see figure
3).
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(a) From 0 degrees to full range passive flexion.
(b) From 0 degrees to full range passive extension.
(l?~1
FIGURE 7
Figure 8 shows several different uses for the
full range sign. Passive adduction of the right
hip is shown to be full range. Full range is in-
dicated for abducti(}n, but here it is also shown
that 45° is the position of full abduction. Flexion
is shown to be 1000 • The full range sign is
here used to indicate that the full normal range
of the joint should be 140°. This means that the
hip is limited in flexion by 40°. Extension is marked
at 0 degrees, that is the hip could not be extended
beyond the neutral position. Internal rotation is
40° and external rotation 60°. Full range external
rotation is marked at 45°, hence this movement is
considered to he hypennoLile by 15°.
R. Hip (PM
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FIGURE 5
Recording Range 0/ Voluntary Movements
The voluntary movements of a JOInt may be
examined actively or passively. If a movement is
examined actively the abbreviation "AM" for
"active movement" is used. When the movements
are examined passively the abbreviation " (PM"
for "angular passive movement" is used. The reason
for use of the round bracket and the term "angular"
relates to the recording of accessory movements at
a joint and will not he discussed here.
The range of movement is recorded at the end
of the relevant movement line (Fig. 6).
R. Hip AM
30
One might, for example, wish to examine the
strength of rotation at the shoulder tested from a
gtartin~ position of 90° abduction. Here use is
made of the "starting position sign". This is a
simple modification of the movement line, consist..
ing of a line to the mid·point of which an arrow-
head is attached. Figure 5 illustrates the example
mentioned above.
The starting position, abduction, is first identi-
fied, (a).
The actual degree of the starting position, 900 , is
recorded adjacent to and on either side of the mid-
point of the starting position sign (b).
The test movement lines, with the test results
attached, are then recorded at the end of the starting
position sign~ Figure 5 (c) shows grade 3 external
rotation and grade 2 internal rotation, in 90° abduc-
tion.
35 ----~----40
15
FIGURE 6
Full range of a movement is indicated by placing
a short line ("full range signs") across the end of
the movement line (Figure 7).
It should be stressed at this point that 0 degrees
of any movement at a joint represents the position
of the joint when the body is in the anatomical
position.
o
FIGURE 8
Just as with muscle strength grading, it is often
necessary to penorm movement tests from other
than the anatomical starting position. The starting
position sign is used here in the same way as pre-
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viously explained for muscle strength grading. FigM
ure 9 shows passive rotation of the cervical spine,
tested from 30° of flexion.
C.Sp. (PM
L. Hip AM
2,
30
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60
o
FIGURE 10
Site of Pain
The site of pain may be indicated by means of a
·'dirertion" sign. This sign takes the form of a
line to either side of the end of which one half of
an arrowhead is attached. The six basic direction
signs included in figure 11 conform to the standard
three-dimensional co~ordinate system.
DIRECTION SIGNS
FIGURE 9
The recording of accessory movement test results
in ASPI will not be discussed here.
Recording of Pain
Particular attention has been given to the record-
ing of pain, since this is frequently of major
lelevance in physiotherany assessment. When pain
is prQduced or m1ldified by a movement test, note
should be taken of the movement which affected
the pain, the manner in which the movement was
tested, the site of pain, the intensity of pain, and
any change in behavipur of pain as the movement is
being produced. Each of these items of information
luay be recorded in ASPI.
Intensity of Pain
In ASPI the intensity of pain (abbreviation "P")
is represented by a 0 to 4 grading system.
o None.
I Slight.
2 Moderate.
3 Marked.
4 Extreme.
The midpoint between any two adjacent grades may
he marked with a "+" to increase the sensitivity of
the system. Any more complicated system is con-
sidered to be impractical. The peak intensity of any
pain produced during a movement test may be indi~
cated at the end of the appropriate movement
line.. Figure 10 records active flexion of the
left hip from 0° to 30°. Pain, at the peak. of moder·
ate intensity, occurred during the movement.
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FIGURE 11
The site of pain, along with its intensity, is
recorded at the end of the movement line. If the
pain is in relation to the examined joint, the
direction sign is recorded unqualified. If the pain
is produced elsewhere it is necessary to indicate
by abbreviation the appropriate region. In figure
l~ for example, marked pain was produced on
the posterior aspect of the elbow joint during
passive flexion through 120°. During pronation of
the forearm through full range, moderate pain was
produced in the centre of the wrist.
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FIGURE 12
L. 11. (PM A Active resistance.
B Bony block"
C Contracture.
CI Click/crack/snap: a brief single audible
snund which may be felt as an equally
sudden decay of resistance.
Cr Crepitus: a fine to coarse grating which may
he felt or heard.
E Effusion.
Oe Oedema.
Sm Spasm (orthopaedic).
Sy Spasticity.
The grading system used for pain may also he
used when recording abnormal resistance, hence
"2C" refers to moderate contracture, "35m" to
marked spasm, and 80 on.
Functional A bility Scale
It has been found convenient, in the examination
of functional activities, to employ a grading system
which will, hopefully, give a more precise repre..
sentation of a patient's functional ability. The
following scale has been developed for this purpose.
It may be used with reference to a group of
funotional activities such as activities of daily
living, to a specific functional ability such as trans-
ference from chair to bed, or to a functional
posture such 85 half-kneel standing.
o Complete Dependence: complete inability of
patient to participate in activity.
1 Marked Dependence: patient requires continuous
marked assistance from therapist(s), and con-
tributes lese to the activity than the therapist(s)"
2 Moderate Dependence: patient requires con..
tinuous moderate assistance from therapist;
i.e. therapist and patient contribute equally to
the activity.
3 Slight Dependence: patient requires slight assist-
ance from therapist. He is able largely to perform
the activity alone.
4 Supervision: patient requires only continuous
supervision and!or instruction to produce the
activity at normal speed.
S Independence: normal; patient completely pro..
ficient in the activity.
In using the above functional ahility scale it is
necessary to preface the grade with a statement
of the activity, aids used by the patient, and any
splinting used to facilitate the activity"
A Complete Example of Assessment Pictography
The final example to be given is a complete and
detailed record representing the knee of a patient
with medial cartilage, medial ligament, and anterior
cruciate ligament damage, plus chondromalacia of
the patella. The intention in including this record
is to show the scope of the system and the nature
of a complete and fully detailed ASPL It is not
expected that the reader will he able to decode
this example since it includes principles and tech..
niques that have not been presented in this paper,
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FIGURE 13
(
Anterior and inferior
7 I
Posterior and medial
L
Superior and lateral
DIRECTION SIGNS
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Recording Abnormal Resistance
The following forms of abnormal resistance may
be detected during a movement test and repre-
sented in ASPI with the same detail availahle for
the recording of pain.
The use of what is termed a "pain pattern" to
indicate the change in behaviour of pain as a
movement proceeds will not be discussed here. One
example of a pain pattern is included in figure 1
and a number of others in figure 14..
It may be necessary to combine pain signs so
as to be more specific about its site" Several
examples are given in figure 13.
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nevertheless it is not significantly m\Qre complicated
than that which has been presented. As a guide to
the contents, the various tests recorded in figure
14 I8.re itemized below. A full written translation
would require approximately 900 words. The record
is divided into five parts by horizontal lines. The
first part (top left) records the functional ability of
walking using one stick, transference and negotia~
tion of stairs.
The second part (middle left) records
left-active flexion and extension.
centre-active r(}tation tested from 90° flexion and
muscle group testing of rotation.
right-muscle group testing of flexion and extension.
Isometric testu.ig of flexors and extensors, both
from 300 flexion.
The third part (lower left) records
left-passive flexion and extension.
right-passive rotation tested from 90° flexion and
ab- and adduction from 150 flexion.
The fourth part (top right) records passive anter-
ior and posterior gliding tested from 60° flexion;
passive lateral and medial gliding tested from ] 5°
flexion. The final part (lower right) records p3sBive
movements of the patellofemoraI joint: superior,
inferior, lateral and medial gliding.
L. Kn.
Welking with 1 stick, transf. and strs grade 4
DISCUSSION AND CONCLUSIONS
I t remains finally to highlight certain aspects
of the system and to suggest possible benefits to be
derived from the use of ASP!.
Accuracy in ASPI is largely determined by the
various values recorded, the length of the move~
ment lines being immaterial. C<>nsequently one can
record the various signs and symbols rapidly with
Iittle fear of losing accuracy or clarity.. In this
paper the lines have been ruled and the ASPI's
made with a view to symmetry. This has been done
to make the presentation somewhat more aesthetic;
it is not necessary in practice.
ASPI has heen developed in such a way as to
allow a therapist to choose the amount of informa~
tion to be recorded. This may vary from a single
item of information to a complete and highly
detailed record.
An ASPI is simply a record of what a therapist
thinks he or she has tested and what he or she
thinks are the test results. It is not intended to
influence a therapist as to what should he tested;
it does not guarantee that the correct tests have
been performed; nor does it validate any test
results recorded. Nevertheless there is a strong
tendency to be more systematic and disciplined in
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FIGURE 14
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performing tests~ since the system does not lend
itself to vague recording of results. It is necessary
to bring to mind starting positions, range of move-
ment, and causes of limitation, amongst other things.
Consequently the therapist is prompted to note
aspects of assessment that might have been over-
looked. Additionally, the individual using ASPI can
save considerable time in recording, reading and
analysis of assessment results.
It is hoped that ASPI will provide an increased
capacity for communication of assessment results
l''1ithin and between physiotherapy departments and
practices, and by way of lectures, seminars, and
scientific publications. Use of ASPI should facilitate
the conduction of clinical research trials where
there is often need for assessment and subsequent
analysis of detailed records of large numbers of
patients.
The final consideration deals with its use in
undergraduate physiotherapy education. Through
introduction of ASPI, students may be further
encouraged to per£orm complete and systematic
assessments, to determine objective findings and
to keep and use, accurate records. The use of
ASPI can help students and staff overcome difficul..
ties that currently exist in conveying simple and
accurate descriptions of both hypothetical and
actual patients.
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